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MrChairman.MembersoftheCommittee,Thankyouforyoer.
Mv name is Robert Shepard. I am a physician here in Helenainhwasnrlrtyarc 148 Z---
practice for 26 years. I now work part time at New West Health Services. I am a
current member of the Tobacco Use Prevention Advisory Council and I was a
member and chairman of the original Advisory Council. Today, I am here as a
private citizen and my remarks do not represent either my employer or the
Council,

i have been involved in Tobacco prevention efforts for 20 years. In the beginning,
I was often asked to provide Montana specific data on the success of the program.
At the time, the program was either just a vision, or too young to have any data.
Nonetheless, we answered confidently that the program would indeed reduce the
use of tobacco in Montana. This confidence was based on the well researched
effectiveness of tobacco use prevention program around the country. These
programs were analyzed and reported on by the CDC, resulting in an extensive set
of best practices. We didnt have reinvent the wheel. How to do tobacco use
prevention was well known.

Tobacco use prevention rests on three pillars: Increasing tobacco taxes, Smokefree
indoor air laws, and Prevention education along with cessation education.
According to the CDC, using all tltee pillars increases the effectiveness of the
program. Using only one pillar may work, but less effectively than the three
together. This conclusion was derived from the study of many programs across
the United States implementing all or parts of a comprehensive program.

We can now confidently report that the program in Montana has been very
successful. Youth smoking prevalence has dropped from 27Yo in 2000 to 1-5% in
2009. Adult smoking has reduced from 22o/o in 1"999 to L9o/o in 2009. To those
who might argue that only the cigarette tax has produced these results, I would
point out that these rates started dropping well before the tobacco tax inoease in
2005. Moreover, while tobacco taxes are unquestionably effective in reducing
smoking in both adults and youth, they tend to diminish over time as people adapt
to the price. It would ideal to increase the tax again as a matter of public policy.

The quit line has been very successful. The overall long term (1 year) quit rate is
about 30o/o making our quit line one of the top five quit lines in the country. They
can offer very cost effective counseling which is very helpful in increasing the
effectiveness of the program. This counseling is very useful to busy physicians
who rarelv have time to do this themselves.



Reducing tobacco use is very important for all of us. Obviously, those who quit,
or better never start, benefit from longer healthier lives. The rest of us benefit
from this also. Tobacco users have lifetime health care costs about 35o/o above
non-smokers. They don't pay for those costs directly, if they did, the tax on
tobacco would be somewhere around $10 per pack. Instead, they shift those costs
to the rest of us. We pay for the increased costs in taxes for increased health care
costs to cover Medicare and Medicaid. We pay for the increased costs in higher
health care premiums. Economists estimate that about B-L}a/o of the health care
premium paid by business and individuals is atuibutable to the increased costs of
tobacco use. This investment in tobacco use prevention benefits everyone,
individuals government and business. And it is very cost effective. It is equally
short sighted to eliminate this investment in reducing future health care costs.

We can look to the effects of reducing or eliminating tobacco use prevention
programs. While Montana has been fortunate in not performing this experiment
on its citizens, other states under various budget and policy pressures have reduced
or eliminated their tobacco use prevention programs. In doing so, the tobacco use
rates have gone back up again. We know with certainty that that will happen here
if wecutthisBrogram. flaf;:tLw f),,rr,. i .{.*,rt, $,:ri,) - .' t).".i c t;),

We also know that these programs reduce disease. Since the Helena study four
years ago documenting a rapid and dramatic drop in heart attacks after the smoke
free ordinance in Helena, these results have been 13 times around the world, and
over longer periods of time as well as much larger populations. Smoke free laws
also have important impacts on tobacco use, typically reducing the use of tobacco
by 5-10%. The final stage of our Clean Indoor Air Act occurred in 2009 and we
should begin to see the impact when we get to 2010 tobacco use data.

This program is effective and will continue to produce long term benefits to our
population and I urge you to continue it current great progress.

Thank you for your time this morning. I will be happy to answer any questions.

Respectfully,

Robert M Shepard, M.D.


